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Abstract
Objective—To examine a range of individual, parenting, and family factors associated with
sexual intercourse among a community sample of youth and their families in Santiago, Chile.
Methods—Data were taken from the first wave of the Santiago Longitudinal Study conducted in
January 2008–November 2009. Participants were 766 youth (mean age = 14.03 years, 51% male)
from municipalities of low-to mid-socioeconomic status. Variables included emotional and
behavioral subscales from the Child Behavior Checklist’s Youth Self Report, parental monitoring,
family involvement, parental control and autonomy, relationship with each parent, and sexual
activity. Bivariate and multivariate logistic regression models were used to examine the odds of
sexual intercourse initiation.
Results—Seventy (9.14%) youth reported having had sex in their lifetime; the average age of
first sexual intercourse among this group was 13.5 years (Standard Deviation [SD] = 1.74) for
males and 14.08 (SD = 1.40) for females. Having sex was inversely associated with withdrawn-
depressed symptoms (Odds Ratio [OR] = 0.84, Confidence Interval [CI] = 0.72–0.97), but
positively associated with somatic complaints (OR = 1.20, CI = 1.04–1.38) and rule breaking
behavior (OR = 1.21, CI = 1.08–1.36), after adjusting for demographic and other individual and
parenting variables. The majority (80%) of the youth who had had sex reported using protection at
the time of last intercourse.
Conclusions—Findings highlight the role that mental health problems—some of them not
commonly associated with onset of sexual activity—may play in a youth’s decision to have sex.
The potential protective effects of several parenting and family characteristics disappeared with
youth age and youth behavioral problems.
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Research among youth in Chile has found that some adolescents perceive sexual intercourse
as an opportunity to experience positive outcomes, such as providing love and affection to a
partner and appeasing one’s curiosity (1). However, sexual intercourse among youth,
especially early sexual onset, can lead to a considerable number of problematic outcomes,
ranging from decreased academic achievement (2) to sexuallytransmitted diseases (STDs)
(3) and teen pregnancy (1). Pregnant students in Chile who dropped out of school reported
two major reasons for discontinuing their education: being ashamed of being pregnant and
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pregnancy-related complications (4). And although schoollevel interventions aimed at
preventing adolescent pregnancy have been tried and tested (5, 6), overall effectiveness
appears to be temporary (6). Moreover, the school curricula in Latin America often lacks
information on various aspects of sexual behavior, including HIV prevention (7).
The current situation has led some health and psychology professionals in Chile to suggest
that family interventions, such as home visits, may be promising ways to manage teen
pregnancy and other adolescent sexual behaviors affecting families (8). Targeting the home
requires learning more about the role that parents and families play in preventing adolescent
pregnancy. To better inform potential family interventions for promoting healthy sexual
behavior among adolescents, this study examined a number of individual, parenting, and
family variables and how they relate to adolescent sexual intercourse.
A review of the literature suggests there is a gap in the research of the day-to-day family
context regarding adolescent sexual behavior in Chile. Of the studies available, one found
that youth who perceived their families as dysfunctional were more likely to have sex and
feel insecure, sad, and anxious (9). The majority of research on sexual behavior at the family
level has focused on the specifics of what parents tell their children about sex, rather than
examining the larger family context in which this type of communication occurs (10). For
example, results of a study conducted in Chile indicate that a mother’s disapproval of
premarital sex, along with a good mother-daughter relationship, decreased the likelihood of
early sexual onset (6). However, that study excluded males and measured only a general
satisfaction with the mother-daughter relationship, not other potentially important family
and parenting variables, such as parental involvement, monitoring, and/ or control. Other
research among families in Chile found that a father’s presence in the household decreased
the likelihood of sexual onset for females, but not males (11). Again, the study did not
examine other parenting and family factors or the relationship between fathers and their
children.
Expanding on the current understanding of this topic, the present study examines individual
factors (i.e., behavioral problems) and parenting and family factors that may be associated
with sexual intercourse among youth in Chile. The Santiago Longitudinal Study (SLS) is an
on-going collaboration between the University of Michigan (Ann Arbor, Michigan, United
States) and the Institute of Nutrition and Food Technology (University of Chile, Santiago,
Chile [INTA]), with funding from the National Institute on Drug Abuse (Bethesda,
Maryland, United States). More details about the study are provided elsewhere (12).
Approval was granted by the institutional review boards of both the University of Michigan
and INTA.
MATERIALS AND METHODS
Participants and data collection
This study used cross-sectional data from the SLS, a study of communitydwelling
adolescents in Santiago, Chile (12). Study participants were recruited from a convenience
sample of approximately 1 100 families that had participated in a study of iron and
nutritional status when the youth were infants, 5, and 10 years of age (13). The present study
reports findings based on the 766 youth (mean age = 14.03 years, 51% male) who completed
a comprehensive assessment of substance use in January 2008–November 2009 and had no
missing data. The participants were from municipalities with low-to mid-level
socioeconomic status. The study was specifically designed to understand youth development
among those who may experience more social and economic disadvantages.
Sanchez et al. Page 2
Rev Panam Salud Publica. Author manuscript; available in PMC 2012 November 08.
$watermark-text
$watermark-text
$watermark-text
Study instrument
Adolescent participants completed a 2-hour interviewer-administered questionnaire with
standardized measures that were pilot tested and validated with the population under
investigation prior to conducting the present study. Interviews were conducted in Spanish in
a private office at INTA. Youth assent and parental consent were obtained by the
psychologists prior to commencing the interviews. Parents were not present when youth
were interviewed. Interviewers were Chilean psychologists trained in the administration of
standardized instruments.
The questionnaire, which consists of nearly 900 questions, was created by combining
standardized instruments commonly used in the United States and in Chile to assess the
constructs measured in the study (see the Measures section below). To ensure language and
conceptual equivalence, instruments that only existed in the English language were first
translated into Spanish by three Chilean educators who reside in the United States, one of
whom was the study’s Principal Investigator. Each translated instruction and stem question
was subsequently reviewed in Chile by the Co-Investigator and three of the study
interviewers. Following modifications, the entire instrument was pilot tested with 30 youth
(representative of the study participants) and finalized based on their feedback.
Topics assessed measured the adolescents’ relationship with parents, the adolescents’
perceptions of self, their behavior, health status, any substance use, and more.
Measures
Sexual intercourse—The dependent variable in this study—whether or not the youth had
had sex—was assessed from the question, “Have you ever had sexual intercourse (made
love or gone all the way)?” This information was used to create a dichotomous indicator of
whether or not a youth had had sex.
Demographic characteristics—Demographic variables included the youth’s self-
reported age and gender, and a parent’s report of the family’s socioeconomic status (SES).
The SES instrument was completed by the parental figure who accompanied the youth to the
interview site. This instrument was separate from the youth questionnaire. The SES variable
was based on a measure sensitive to SES circumstances in the developing world (14) and
consisted of 86 questions, of which, 13 were specifically used to obtain a composite score of
SES. Examples of items assessed were “total number of adults in the same house,” “type of
job held by the head of household,” and “father’s level of education” (Cronbach’s α = 0.88).
Youth behavior—Youth assessed their behavior during the preceding 6 months using the
Child Behavior Checklist’s 112-item Youth Self Report (CBCL/YSR) (15). The CBCL/YSR
uses the following response scale: 0 (not true), 1 (somewhat or sometimes true, and 2 (very
true or often true). Subscale scores are based on the sum of the items in that scale. All eight
subscales were used in this study: anxious-depressed (Cronbach’s α = 0.74), withdrawn-
depressed (0.68), somatic complaints (0.66), social problems (0.61), thought problems
(0.62), attention problems (0.64), rule breaking behavior (0.70), and aggressive behavior
(0.81).
Youth’s relationship with each parent—Youth rated their relationships with their
mother and father, separately, using the same 17-item scale for each parent (16, 17). The
stem question was: “When you and your mother (or father) spend time talking or doing
things together, how often does she (he)” and was paired with items such as “. . . help you
do something that is important to you?” or “. . . listen carefully to your point of view?” Items
were rated on a 4-point scale (1 = never, 2 = sometimes, 3 = often, 4 = always). Higher
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scores represented a more positive relationship with the parent (Cronbach’s α = 0.88). The
Cronbach’s alpha was the same for both the relationship with mother scale and the
relationship with father scale.
Parental control and autonomy—Youth rated their perception of parental control and
autonomy using an 8-item scale with items that asked them to report how decisions in their
families were made (17–19). The stem question: “In your family, how do you make most of
the decisions about . . . :” was followed by topic items, such as “. . . how late you can stay up
on a school night,” “. . . which friends you can spend time with,” and “. . . how you dress.”
Items were rated on a 5-point scale (1 = my parents decide, 2 = my parents decide after
discussing it with me, 3 = we decide together, 4 = I decide after discussing it with my
parents, 5 = I decide all by myself) (α = 0.70).
Family involvement—This measure, taken from the Child Health and Illness Profile–
Adolescent Edition (CHIP-AE) (20, 21), refers to the level of parental monitoring by those
whom the adolescent considers to be parent figures. Youth rated their perceptions of family
involvement using a 5-item scale. The stem question: “Thinking about your family, about
how many days in the past 4 weeks did your parents or other adults in your family. . .” was
followed by: “. . . talk with you or listen to your opinions and ideas,” “. . . spend time with
you doing something fun,” “. . . eat meals with you.” The scale also included,” In the past 4
weeks, on how many days did you like being a member of your family?” and “. . . did you
and your family get along?” Items were rated on a 5-point scale (1 = 0 days, 2 = 1–3 days, 3
= 4–6 days, 4 = 7–14 days, 5 = 15–28 days). Higher scores represented more family
involvement (Cronbach’s α = 0.72).
Parental monitoring—Youth rated their perceptions of their parents’ monitoring using a
7-item scale (22) that included items such as: “How often would your mom/dad/guardian
know if you came home an hour late on weekends?”; “Are there kids your mom/dad/
guardians don’t allow you to hang out with?”; and “How often, before you go out, do you
tell your mom/dad/guardian when you will be back?” Items were rated on a 5-point scale (1
= never, 2 = hardly ever, 3 = sometimes, 4 = most times, 5 = always). Higher scores
represented more parental monitoring (Cronbach’s α = 0.68). In addition to examining the
association between adolescents’ behavioral problems and parenting and family
characteristics with the study’s dependent variable defined earlier (ever had sex), some
additional descriptive analyses were conducted of the types of sexual activity in which the
youth engaged. Due to small sample sizes, only descriptives for these data are reported;
inferential analyses were not conducted. It was thought that a description would provide a
richer perspective of the sexual behaviors of youth in the study sample. The questions
utilized to assess these behaviors follow.
Sexual activity—Sexual activity was measured with questions taken from the CHIP-AE
(20, 21), with the following questions: “How old were you when you had sexual intercourse
for the first time?”; “How many people of the opposite sex have you had sex with?”; and
“How many people of the same sex have you had sex with?”
As a follow-up question, those youth who had sexual intercourse with opposite sex partners
were asked, “Did you or your partner use something to prevent pregnancy or sexually-
transmitted diseases the last time you had sexual intercourse?” Those youth who responded
“yes” were asked, “Which of the following things did you use to prevent pregnancy or
sexually-transmitted diseases the last time you had sexual intercourse?” Youth responded
with “yes” or “no” to each of the following choices: the pill/Norplant/Depo provera; foam/
cream/jelly/suppository; diaphragm/ sponge; rubber/condom; withdrawal/ pulling out; the
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morning after pill; and, something else. In addition, adolescents were asked, “Have you ever
been pregnant/gotten someone pregnant?”
Finally, youth were asked, “Has a doctor ever told you that you had a sexually-transmitted
disease or venereal disease like gonorrhea, syphilis, Chlamydia, genital warts, or genital
herpes?” Items were rated on a 3-point scale (1 = no, never; 2 = yes, but no problems with it
in the last 12 months; 3 = yes, and had a problem with it in the last 12 months).
Statistical analyses
Four sets of analyses were tested using logistic regression. First, the bivariate associations of
each independent variable with the dependent variable (ever had sex) was examined. Model
1 examined the multivariate association of ever having had sex with the behavioral problem
variables while statistically adjusting for the demographic characteristics of study
participants, using multivariate logistic regression.
Model 2 examined the multivariate association of ever having had sex with the parenting
and family variables also adjusting for demographics, using multivariate logistic regression.
The Full Model examined the association of ever having had sex with the individual,
parenting, and family variables entered simultaneously while adjusting for demographic
characteristics.
Analyses were conducted with STATA 10.0 (Stata Corporation, College Station, Texas,
United States). As indicated earlier, as a follow-up to this set of logistic regression models,
the sexual behavior of youth who reported having had sexual intercourse was examined, to
provide a more complete description of these behaviors. However, the relatively small
number of youth who reported having had sex precluded testing of models using
multivariate statistics. Only descriptive statistics could be employed in these follow-up
analyses.
RESULTS
The study analyses included only the 766 youth who had both a mother and father figure in
their lives. The majority had a biological mother (80.6%). The analyses also excluded any
youth with missing data. The average age of the study participants was 14 years (SD = 1.2).
About half of the sample is male (51.2%). The average score on the SES scale was 32.7
(Table 1).
Seventy (approximately 9%) of the 766 youth reported having had sex in their lifetime. The
average age of youth who reported having had sex (15.5 years, SD = 1.2) was significantly
higher than that of youth who reported never having had sex (13.9 years, SD = 1.1, P <
0.001). However, of the 9% who had had sex, the percent of males (48.5%) and females
(51.4%) was fairly similar. In addition, the difference in the average age of first sexual
intercourse between males (13.5 years, SD = 1.7) and females (14.1 years, SD = 1.4) was
not statistically different.
Of the 70 youth who reported having had sex, 56 (80%) reported using protection to prevent
pregnancy/STDs at the time of last sexual intercourse. The mean age of first intercourse for
those who reported using protection was 14 years (SD = 1.39); versus 12.9 years (SD =
2.04) for those who reported not using protection, a statistically significant difference (P <
0.05). Of the 56 who used protection, 29 were male (almost 50%), and 27 were female. In
addition, of the 56 youth who used protection, 36 (64%) used one form of contraceptive.
Eighteen (32%) youth used two different types of contraceptives, and two (0.04%) youth
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used three different types of contraceptives at the time of last sexual intercourse. The
preferred form of contraception was the condom, followed by the pill and withdrawal. Of
the youth who reported having had sex none reported ever having been told by a doctor that
they had a sexually-transmitted disease (STD).
Sixty-seven of the 70 adolescents (95.7%) reported having had sex with the opposite sex.
Most of these adolescents (52 individuals) also reported having had sex with one person.
Three adolescents reported having had sex with the same sex. Two of these reported having
had sex with one person. Finally, five total adolescents reported having ever been pregnant/
gotten someone pregnant.
Bivariate analyses
These analyses examined the associations between youth ever having had sex and
demographic characteristics, mental health and behavioral problems, and parenting and
family characteristics. The results are shown in Table 2. As expected, age was positively
associated with increased odds of youth ever having had sex (Odds Ratio [OR] = 3.23, 95%
Confidence Interval [CI] = 2.51–4.15). Other demographic variables were not associated
with youth having had sex.
Several behavioral problems were associated with the likelihood of youth having had sexual
intercourse. The odds of ever having had sex increased with youth having higher levels of
somatic complaints (OR = 1.13, 95%CI = 1.04–1.24), thought problems (OR = 1.12, 95%CI
= 1.02–1.24), rule breaking behavior (OR = 1.21, 95%CI = 1.13–1.29), and aggressive
behavior (OR = 1.07, 95%CI = 1.02–1.12). The other behavioral problems assessed in this
study were not significantly associated with the dependent variable.
The majority of the parenting and family factors were significantly associated, as expected,
with youth having had sexual intercourse; that is, the odds of ever having had sex were
lower among youth who reported having a better relationship with their mother (OR = 0.97,
95%CI = 0.94–0.99) and father (OR = 0.95, 95%CI = 0.93–0.98), and more parental
monitoring (OR = 0.93, 95%CI = 0.89–0.97). In addition, youth who experienced more
autonomy and less parental control had higher odds of ever having had sex (OR = 1.12,
95%CI = 1.06–1.17).
Multivariate models
Mental health and behavioral factors—Model 1 included associations of mental
health and behavioral factors with youth’s sexual intercourse while adjusting for
demographic controls (Table 2). The odds ratios associated with age (OR = 3.57, 95%CI =
2.67–4.78), somatic complaints (OR = 1.20, 95%CI = 1.04–1.38), and rule-breaking
behavior (OR = 1.22, 95%CI = 1.10–1.35) not only remained significant, but also increased
slightly. Thought problems were no longer significantly associated with ever having had sex
after demographics and other behavioral problems were included in the model. In addition,
in this multivariate model, the magnitude of the coefficient estimating the association
between ever having had sex and withdrawn-depressed increased, resulting in a significant,
inverse association (OR = 0.84, 95%CI = 0.73–0.97). The Chisquare for the overall model
was 153.32 (P < 0.001).
Parenting and family factors—Model 2 included associations of parenting and family
factors with youth’s sexual behavior while adjusting for demographic controls (see Table 2).
The associations between all of the parenting variables with ever having had sex became
nonsignificant with the exception of parental monitoring. Parental monitoring remained
Sanchez et al. Page 6
Rev Panam Salud Publica. Author manuscript; available in PMC 2012 November 08.
$watermark-text
$watermark-text
$watermark-text
significantly and inversely associated with the odds of youth ever having had sex (OR =
0.94, 95%CI = 0.88–1.00). The Chi-square for the model was 123.86 (P < 0.001).
Full Model—The Full Model included demographics, and individual, parenting, and family
factors. Age continued to be positively associated with having had sex (OR = 3.65, 95%CI =
2.69–4.96). In this multivariate model, the odds of ever having had sex remained inversely
associated with being withdrawn-depressed (OR = 0.84, 95% CI = 0.72–0.97) and positively
associated with experiencing somatic complaints (OR = 1.20, 95%CI = 1.04–1.38) and rule
breaking behavior (OR = 1.21, 95%CI = 1.08–1.36). In the full model, none of the parenting
variables remained significantly associated with ever having had sex. The Chi square for this
model was 158.47 (P < 0.001).
DISCUSSION
Mental health
The study results suggest that there is a positive association between some of the behavioral
problems youth may have and the likelihood of ever having had sex. These findings indicate
that youth experiencing higher levels of somatic complaints and withdrawn-depression had
higher odds of having had sex, even after accounting for age, other behavioral problems, and
parenting factors. The somatic complaints measured in this study were complaints for which
no medical cause could be ascertained.
One could argue that the somatic complaints are symptoms of the withdrawn-depression
experienced by some youth. However, by including both somatic complaints and
withdrawn-depression in the model, this study controlled for potential comorbidity. It may
be that the somatic complaints are independent of withdrawn-depression. For instance,
research suggests that children can learn to use somatic complaints to draw attention from
family members when they are unable to draw attention for emotional problems (23). In
addition, research suggests that somatic complaints may be more likely to occur in
households where it is more acceptable to express one’s somatic complaints rather than
one’s feelings (23).
The finding that youth experiencing withdrawn-depression had higher odds of having had
sex is somewhat consistent with what was found in Brazil (24). Researchers found that in
Brazil, female adolescents 13–17 years of age who were pregnant for the first time
experienced significantly higher levels of withdrawn-depression (as measured by CBCL/
YSR) compared to females who were sexually active, but not pregnant (24).
Behavioral problems
Rule breaking behaviors was another variable that was consistently associated with youth
having had sex, even after accounting for age, other behavioral problems, and parenting and
family factors. This is consistent with research using a nationally representative sample of
youth in the United States which found that higher levels of externalizing behavior,
including rule breaking, was associated with increased likelihood of sexual onset (25).
Youth who receive very limited support from family and who engaged in rule breaking
behaviors might look to others, including romantic partners, for support. In turn, these
partners may then influence youth’s behavior and sexual activity. For example, prior
research has found that the delinquent behavior of a youth’s romantic partner is associated
with the youth’s delinquent behavior (26).
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Parenting and family factors
Another interesting finding is that in the Full Model, parenting and family factors were no
longer significantly associated with sexual intercourse. Bivariate results suggested that youth
who had had sex had lower mean levels on relationship with mother and father, parental
monitoring, and parental control, than youth who had not had sex. However, no measure of
relationship with families and parents was statistically significant in a multivariate model,
suggesting that mental health issues may play a larger role in the onset of sexual behavior
than parenting and family factors. However, this does not indicate that the family is not an
important target for intervention in adolescents’ sexual activity. Research focused
predominantly on youth in the United States suggests that positive parenting practices—
parental monitoring and high quality parent-child relationships—have a protective influence
on youth’s risk-taking behaviors, including sexual behavior (27). It is possible that mental
health problems may mediate the relationship between families and sexual activities.
Home visits
Some mental health professionals suggest that home visits made by facilitators to
adolescents and their families may be an effective way to encourage families to interact and
discuss issues that are important, including sexual behavior (28). In addition, these
facilitators are likely to facilitate families’ access to health and human services (28).
A program using home-visit facilitators may be a good option for families in Chile. In fact,
health and mental health workers in Chile have found that some teens are scared to access
public health services, possibly due to the stigma associated with teen pregnancy (8).
Another reason for the home-visit option is that individuals and families looking for services
sometimes make initial contact with individuals who are unable or not trained to engage
them at first contact; whereas, trained home-visit facilitators may be able to discuss and
provide guidance on various issues experienced by the family (28). Even as it relates to the
findings of the present study, which indicated that most of the youth who had had sex also
reported using protection and none reported an STD, a home-visit facilitator could explain
the possibility of an asymptomatic infection. Another topic of discussion might be the risks
involved with having multiple sex partners without protection.
Limitations
As is the case with all studies, this study had some limitations that must be noted. One of the
limitations is the crosssectional design that limits the directions of the associations found.
Further research is needed to examine whether youths’ withdrawn-depressive, somatic, and
rule breaking behavior follows sexual intercourse or precedes it. It is possible that somatic
complaints may result from having sexual intercourse. Youth may also engage in rule
breaking or experience withdrawn-depressive symptoms as a result of shame, regret, or
other outcomes that result from the sexual experience.
A second limitation is that some of the youths’ mental health and behavior measures had
Cronbach’s alphas lower than 0.70. Measures with lower reliabilities may impede ability to
discern statistically significant constructs.
A third limitation has to do with the use of the CBCL/YSR with the sample in this study.
The CBCL/YSR was not developed solely for use with Chilean youth, and as such, some of
the behavioral problems of Chilean youth may not have been captured by this measure.
Nevertheless, the CBCL/YSR is a measure that is easy to administer and that includes one of
the most comprehensive sets of behavioral problems youth may experience. The CBCL/
YSR has been successfully used in a wide variety of international settings, including with
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many Spanish-speaking populations, and is broadly considered to be a sufficiently reliable
and valid instrument for use with diverse populations (29, 30).
The fourth limitation is that all the data are based on youth self-report. Youth may have
either underreported or overreported sexual behaviors. Youth may feel more comfortable
and report more accurately when responding through audio and computer support (31).
However, it is important to note that these youth and their parents had been interviewed by
INTA psychologists several times in the past and a rapport had been established. In addition,
these participants have reported trusting these professionals and the work affiliated with
INTA (32).
Finally, the study does not measure whether the parents are biological, adoptive, or step-
parents, and the family dynamics of two-parent families may differ substantially from that of
single-parent families. Future research is needed with diverse families.
Future research
Notwithstanding these limitations, the study findings contribute to the research on individual
and family factors associated with sexual intercourse in a community sample of youth in
Chile. This study also suggests that sexual activity in relation to youths’ withdrawn-
depressed, somatic complaints, and rule-breaking behavior is an area for further study. A
number of important associations were identified, but a future study could include other
sources, such as peers, teachers, and/or parents, who would provide additional perspectives
not assessed in the present study.
Future research might also examine other factors, such as the importance of virginity and
satisfying sexual needs (33), along with other measures of parenting among international
populations. Research is also needed to examine whether for some youth, having sex and
experiencing its outcomes, both positive and negative, provides skills necessary for
managing other aspects of life. In addition, a greater understanding of these associations and
behaviors in countries other than the United States can serve to enhance the overall
understanding of adolescent sexual development.
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